progressive dementia.
In the past the diagnosis of AMN has been difficult, involving invasive techniques such as adrenal biopsy. The techniques described here, NMR scanning and biochemical analysis for VLCFA, can make the search for an underlying organic basis of a psychotic disorder more efficient and accurate. To date the specific metabolic defect in AMN has not been identified. Accumulation of very long chain fatty acids suggest that there is impaired degeneration of these fatty acids. Measurement of certain very long chain fatty acids (C26) and a ratio of fatty acids (C26-C22) in plasma and skin fibroblast culture can now be used reliably to diagnose this condition (O'Neill et al. 1981 (O'Neill et al. , 1982b . Using this technique in this family, two young asymptomatic boys were identified. Prospective study of these boys and other similarly identified asymptomatic cases might provide information about the natural course of the disorder. It appears that the clinical picture in this disorder is diverse and it may prove to be the case that those having only biochemical abnormalities may remain asymptomatic. Clearly this is of importance, not only from the point of view of genetic counselling but in the future it may enable treatment of individuals before they manifest overt disease.
It has been reported elsewhere (Young et al. 1983 ) that NMR demonstrates significantly more lesions of the white matter of the brain than conventional post-contrast X-ray computed tomography. Focal lesions were seen with CAT scanning; however, only with NMR scanning could loss of grey-white matter in both occipital lobes be demonstrated. NMR scanning has the advantage of avoiding the necessity of using contrast media. This technique is likely to prove of great value in the diagnosis of AMN and other white matter diseases of the nervous system.
A case of appendicitis causing a lumbar abscess is described. The combination of undiagnosed diabetes mellitus, the patient's age and the retrocaecal position of the appendix all combined to present an atypical picture. The diagnostic difficulties are discussed and the literature on appendix and lumbar abscess is reviewed.
Case report Mr W K, a 62-year-old head waiter, presented to the outpatient department with a 6-month history of anorexia, dysphagia and severe weight loss together with nocturia, urinary frequency and pain in the right groin for 2 months. There was no other history of note. Preliminary investigations were directed towards the diagnosis of either a gastric neoplasm or a urinary tract carcinoma with overlying infection. The investigations were all inconclusive; the only significant finding was a distortion of the duodenal cap on barium meal, probably secondary to external compression.
Two weeks later he was admitted urgently from the outpatient department with symptoms and signs of a right-sided lumbar abscess and a cephalosporin antibiotic was started. Renal ultrasound examination suggested an echogenic mass behind the liver, next to the kidney, possibly of bowel origin. A barium enema only revealed the abnormal position of the transverse colon; it was not possible to demonstrate the appendix. An intravenous urogram showed the right kidney to be outlined by gas, although the kidney itself was normal. He was found to be mildly diabetic and a carbohydrate-controlled diet was started. The abscess became fluctuant and was drained, subsequent culture revealing beta-haemolytic streptococcus. Two weeks later a sinogram showed contrast flowing down behind the bowel and accumulating around the caecum. The possibility of an appendiceal origin for the abscess was raised and indeed confirmed when six weeks later a retrocaecal appendix was removed: histology showed healing appendicitis. Subsequently the patient has been asymptomatic and is gaining 'Case presented to Clinical Section, 11 March 1983. weight. His non-insulin-dependent diabetes is well controlled with diet.
Discussion
'Lumbar' or 'perinephric' abscess forms part of a larger group of retroperitoneal abscess which can be subdivided into three: anterior retroperitoneal space abscess, posterior retroperitoneal or perinephric abscess, and retrofascial abscess (Stevenson & Ozeran 1969) ( Figure 1 ). However, the English literature tends to use the term 'perinephric abscess' loosely to mean any of these. Altemeier & Alexander (1961) described the causes of 189 cases of retroperitoneal abscess, and these are summarized in Table 1 .
The clinical features of the three types tend to be very similar. The patients are in the sixth decade of life, and there is a larger proportion of men. Physical examination reveals a chronically ill patient with fever and tachycardia, lying with hips flexed. A mass is present in only half the cases, it is tender and palpable per abdomen, in the flank or less commonly in the groin, scrotum or thigh. Psoas spasm or scoliosis with paravertebral muscle spasm are helpful physical signs, suggesting retroperitoneal as opposed to intraperitoneal origin (Harris & Sparks 1980) . The widespread use of antibiotics attenuates the infection and masks the usual symptoms, thus compounding the diagnostic difficulties (Altemeier & Alexander 1961).
.In diagnosis, a blood count may reveal a leukocytosis. Urine examination often shows a pyuria but is not reliable as even in perinephric abscess the urine was normal in one-third of cases reviewed by Altemeier & Alexander (1961) . The plain abdominal film often shows a loss of psoas shadow or of renal outline in addition to the bony abnormalities predisposing to retrofascial abscess. In the late stages gas bubbles may also be seen in the abscess cavity. An intravenous urogram may be helpful in showing a renal filling defect, displacement of the ureter or even extravasation of contrast from the kidney. In our case this investigation showed a normal renal outline with gas surrounding the kidney, suggesting infection with gas-forming organisms.
Barium studies may show displacement of organs and very occasionally leakage of contrast into the abscess cavity if it is of bowel origin. The failure to demonstrate the appendix on barium enema was one of the clues suggesting the aetiology of the abscess in this case.
'Ultrasonography is the most useful investigation but newer techniques such as radionuclide scanning with gallium-67 or indium-I 11 are being developed. Reports of the use of computed tomography in the diagnosis are also numerous (Callen 1979 , Wolverson et al. 1979 ). Most of the newer investigations are directed towards the earlier diagnosis of the condition, it being thought that the appallingly high mortality rate (around 22%) in the 1961 series was due to delay in diagnosis (Altemeier & Alexander 1961) . After drainage, a sinogram of the abscess cavity should always be performed'. Young patients have died from second abscesses following failure to delineate the cause of the first (Maray & Molavi 1977) . In our case the sinogram provided a helpful pointer to the diagnosis.
When diagnosis is delayed the abscess may rupture into the peritoneum, pleural cavity or mediastinum; or progressively dissect into the anterior abdominal wall, subdiaphragmatic space or subcutaneous tissues of the back. This may explain the sudden appearance of a large, fluctuant and tender mass in the loin of our patient. Treatment is by incision and drainage covered with appropriate antibiotics and in some cases adequate surgical drainage may necessitate nephrectomy. It is of note that the results obtained from using antibiotics alone are the same as not treating at all (Table 2) (Altemeier & Alexander 1961) .
Appendix abscess was first described in 1759 by the French surgeon Mestivier, although at the time he was not aware of the origin of this purulent collection which he drained. It was not until 1848 that Hancock in London performed an elective operation for the correctly diagnosed condition of abscess secondary to acute appendicitis. On the whole, appendix abscess does occur after an acute episode with the classical symptoms and signs of acute appendicitis. But we have to consider the reasons why the diagnosis was so inapparent in our patient: firstly, considering the position, it is disputed whether retrocaecal appendicitis causes atypical clinical features (Collins 1938 , Williamson et al. 1981 ; secondly, his age, as it is indeed certain that older patients' do present atypical features of appendicitis ( Figure 2) (Sewell 1977) . Because of the age group the clinician may think more in terms of gallbladder disease, peptic ulceration, diverticulosis or malignancy.
Finally our patient was mildly diabetic and it is of note that perinephric abscess does occur more commonly in diabetic patients. In one series the incidence of 0.02% was double that in nondiabetic subjects (Plevin et al. 1970) .
This case illustrates how the patient's age, his undiagnosed diabetes and the unfortunate position of his appendix all combined to produce an unusual and totally misleading clinical picture.
Lymphomatoid vasculitis'
M L Price BM MRCP S P Hall-Smith MD FRCP D M MacDonald MB FRCP Departments of Dermatology, Guy's Hospital, London and Brighton General Hospital, Brighton, Sussex A patient suffering with a widespread intermittent eruption of erythematous macules, papules and plaques whose histopathological features included vasculitis and cytology suggestive of a blood dyscrasia, is described. The term lymphomatoid vasculitis is proposed for this case which shares many features in common with lymphomatoid papulosis. 
